Dr. P. WATSON-WILLIAMS: I suggest that this man may have nasal sinus trouble. He has a post-nasal muco-purulent discharge, which has persisted a long time. Often in these cases the lung is involved, and before this man was gassed he had some post-nasal catarrh, and since the gassing it has been constant. He is always clearing out his nose in the morning, and I suggest it might be as well to explore the sinuses and see whether any of them are infected and require draining.
Mr. HERBERT TILLEY: Last week I opened a chronic empyema of the left antrum in a young girl who has been hoarse for years and is likely to lose her employment because of this symptom. It is caused by interaryta3noid hyperplasia. I hope, by cutting off the source of infection from the antrum that the laryngeal condition may improve. The operation was only a week ago, and so I do not know what the result will be.
Dr. BROWN KELLY: When this second patient shown by Dr. Kelson phonates the false cords are brought together so as to conceal the anterior two-thirds of the true cords, and the latter posteriorly leave a small triangular gap between them. This is the picture of spastic aphonia as seen in soldiers who have suffered from nervous shock' and I would regard the case as one of this kind.
Mr. KISCH: I think these interarytienoid cases are fairly common. They nearly always are associated with nasal suppuration. I have no doubt that it is not tuberculous.
Nasal Deformities treated by Transplantation of Costal
Cartilage. (Photographs shown.) By DOUGLAS GUTHRIE, M.D.
Case 1.-L. L., AGED 20, fell downstairs at the age of 9 and broke her nose, causing an unsightly deformity. Paraffita injections were tried five years ago, but with little success. No nasal obstruction. Operation, Marcfi 12, 1920: Incision at root of nose; small piece of paraffin dissected out; skin undermined; costal cartilage graft resected, pared to suitable shape, and inserted into nose.
Case 2.-G. E. injured his nose two years ago. There was no deformity at the time, but nasal obstruction. This was treated by operation, presumably submucous resection of septum. Six months later, bridge of nose gradually became depressed, producing great disfigurement. The appearance suggested syphilis, but the Wassermann reaction was negative. Operation, April 5, 1920: Piece of seventh costal cartilage was transplanted into nose to form new bridge.
Case 3.-P. M. was injured in aeroplane accident in March, 1918, and suffered from nasal deformity and obstruction. Operations, April, 1920. Submucous resection of septum. Two days later, 1 in. of costal cartilage, whole thickness, transplanted into nose.
DISCUSSION.
Mr. LAWSON WHALE: Will Dr. Guthrie show us these patients in two or three years' time, because the test of plastic nasal reconstruction is time? Some of these cases look nice for two or three months, but if you see them in a few years you are upset about them. I do not know whether Dr. Guthrie lined them with skin, but that seems to be the only permanent thing to prevent subsequent shrinkage.
Dr. DOUGLAS GUTHRIE: I shall be glad to avail myself of the suggestion that these cases be brought forward again later when we may note whether the transplanted cartilage has undergone any alteration. It is said that bone, when transplanted into soft tissues, tends to shrink and become absorbed, while cartilage remains unaltered. Moreover, cartilage may be readily pared to any desired shape, and if a cast be taken before operation, the graft may be so shaped as accurately to remedy the deformity. Foreign bodies, such as celluloid or paraffin or metal supports, may produce irritation and even require to be removed, and on this account a natural tissue is to be preferred.
Dr. LE MAITRE: I have had a large experience of cases of the kind at the Facial Repair Hospital at Vichy, and I agree it is very important to use an organic splint, rather than paraffin or such-like material. The choice rests between cartilage and bone. I agree that cartilage is easily shaped, but it is more readily infected than is bone, and if infected, it is apt to come away, whereas bone can be partially infected and yet remain. I generally take the piece of bone from the tibia, entirely under local anesthesia, which renders the proceeding quite painless. Removal of costal cartilage is more painful, and it is a little more risky to take bone from there than from the tibia. I have also helped to "confection" noses by taking a piece of vomer from the septum. I do a septal resection; I do not introduce it from the outside; I push the vomer up between the muco-perichondrium on each side, and re-make the nose from the inside with the piece of bone.
Dr. DAN MCKENZIE: With regard to the choice between bone and cartilage, has anyone heard it stated that if bone is inserted it becomes absorbed, whereas cartilage is not absorbed ? I have done a small number of cases, through the incision to which Halle introduced us at the Internation,' C,ngress, that is, through the vestibule, and it is quite easy to make incision into one vestibule, to effect a separation of the tissues of the bri of the nose, as far as the root of the nose and on either side of the bridge tcheek, and to insert a bony or cartilaginous splint through the incisi the vestibule. In that way one avoids an external scar. I have used but I think that in the future I should be disposed to use cartilage if it is found not to be absorbed. With regard to the after-treatment of those cases, this is a very vascular'area, and there is apt to be a haematoma of the bridge of the nose, which may become infected. To avoid the hematoma I apply a tight dressing with collodion over the bridge. I think we, as rhinologists, ough-t to impress on the general practitioner the necessity for sending cases of fractured nose for treatment early, because then the shape of the nose can be restored with very little difficulty. If seen within a few hours or days of the accident, all that is required is to mould the displaced fragments back into their normal position. Once this is done there is little or no tendency for the displacement to recur, as there is no muscle acting on the bony fragments. Consequently, splints are not required. I have been able to remove deformity in this way as late as ten days after the accident.
Mr. SOMERVILLE HASTINGS: I have treated a large number of cases of this kind during the past 3i years, and have found that my early patients, some of whom I have seen recently, have not, so far, suffered from any absorption of cartilage. Cartilage is as permanent as paraffin, which I have also used in -a good many cases. Paraffin indeed may be a little too permanent, and I have *seen at least two cases in which, during periods of 9 and 20 years, the paraffin injected tissue has gone on increasing in size, so that the newly formed tissue is now larger than was wished for. To reach the rib cartilage, I make a vertical incision dividing the sheath of the rectus, then split the rectus fibres, and have the two parts of the muscle retracted. I have then found it possible to get away all the cartilage which can be seen, without evil results. Although I have taken cartilage freely, not only for noses, but also for orbits and other -facial deformities, I have not had any inconvenience reported by the patient, or difficulty in breathing. With regard to Dr. Guthrie's second case, I think -it is open to question whether he could not have produced an even better result if he had split the septum in front and with a tenotomy knife made a pocket down to the superior maxilla, and here inserted a vertical splint of cartilage resting on the maxilla below and supporting the cartilage forming the bridge of the nose above, and thus causing a further projection of the tip of the nose, which seemed to be rather flat. It is always wise to use the patient's own cartilage. I have seen most virulent syphilis result from cartilage having been taken from another person.
Mr. E. D. D. DAvIs: I strongly recommend the crest of the ilium for unlimited bone grafts.
Dr. LE MAITRE: Bone tends to be slightly absorbed, but I do not see any \sadvantage in that. I use a somewhat larger piece than necessary to allow that. My experience is that bone blends better with the tissues and has.a e artistic effect than has cartilage.
r By WILLIAM APPLEYARD, F.R.C.S. THIS specimen of congenital deformity of the cesophagus was removed from the body of a 16 days old female child, who died from starvation as a result of the defect. Traced downwards from its commencement, the cesophagus is seen to end blindly after a course of about l' in., but about 1 in. above this blind end is a small orifice in the anterior wall admitting a pin, which communicates with the lower part. of the cesophagus. This lower part runs downwards from a congenital fistulous connexion with the posterior wall of the trachea about J in. above the bifurcation; its only connexion with the upper part of the oesophagus is by the pin-hole orifice above-mentioned, which is opposite the tracheal fistula.
Mr. APPLEYARD: These are not uncommon deformities. On looking tbrough the Museum in the next room, I came across an almost exactly similar case from St. George's Hospital, except that there was no pin-hole communication between the upper and lower ends of the cesophagus. The condition is, of course, incompatible with life. The only question is is it worth doing gastrostomy? Personally, I do not think it is justifiable to condemn an infant to feeding itself directly through the stomach, even if it survives the gastrostomy. I shall be glad to let the Section have the specimen.
